This is the most comprehensive report in the English-language literature on nail unit BCC. Because a number of extensive reviews regarding carcinoma of the hand lack specific tumor loca tion,14'15 however, it is possible that other cases, not included here, exist. There is further difficulty in establishing the exact number of cases because the validity of the histopathologic diagnoses in several cases has been questioned by Mehregan.16 Also notable but not included in the summary is a case report by Ashby17 of a basosquamous carci noma that clinically mimicked paronychia.
Treatment of BCC of the nail unit has ranged from radiation to amputation. The use of Mohs micrographic surgery in 87 cases of nail unit squa mous cell carcinoma11 documented this as an excellent approach for cutaneous carcinomas lacking bone involvement. That report noted that healing by second intention gave superb results. With emphasis on achieving a permanent cure while preserving function and cosmetic appear ance of the nail unit, Mohs micrographic surgery3,6» 8,9 followed by second-intention heal ing should be regarded as the current treatment of choice for nail unit BCC. Full-or split-thickness skin grafting is an alternative to second-intention healing when more rapid wound coverage is desired and when the wound base is sufficiently vascular to support a graft. Functionally and cos metically, the results are essentially equivalent.
All reported cases of nail unit BCC have lacked classic clinical features, resulting in initial clinical misdiagnosis. The presentation often mimics such benign processes as chronic paronychia, chronic dermatitis, or onychomycosis. A unique presenta tion of longitudinal melanonychia was reported in Reliability of two methods to assess morphea: Skin scoring and the use of a durometer A device to measure skin hardness (the durometer) was first described by Falanga and Bucalo9 and was found to be useful in the assessment of patients with systemic sclerosis when used as a comparative test.10 For morphea, however, the use of the durometer has not been described.
Clinical scores of skin involvement have been used extensively in the assessment of patients with systemic sclerosis. Neither the durometer nor the MSS has been used before in the assessment of morphea, and the interobserver and intraobserver variability of both methods have not been determined. In this study, these were investigated. The degree of agreement between the two methods was also calculated.
PATIENTS AND METHODS

Patients
Thirteen consecutive patients with histologically confirmed morphea were included in this study. All patients were scored twice at a 1 -week interval by three independent observers with variable experience: a con sultant dermatologist, a consultant rheumatologist, and a resident in dermatology. Each observer first conduct ed the MSS as described by Zachariae et al. 20 and then assessed skin hardness in the most indurated lesion in each of seven regions by means of the durometer.
Clinical score
The MSS is a clinical skin score in which the body 794 Brief communications is divided into seven regions (R): head and neck, trunk, arms, hands, fingers, legs, and feet. The degree of thickening and pliability (T) was assessed on a 0 to 3 scale: 0, normal skin; 1, thickened skin; 2, decreased ability to pinch or move skin; and 3, skin that is unable to be pinched or moved (hidebound). The most affect ed part of the region determined the score. In addition, involvement in each area (A) was determined by esti mation and given the following counts: 0, no involve ment; 7, less than 33%; 2, 33% to 67%; and 3, more than 67%. The sum of the numeric units for thickening and the percentage of area surface involved is the MSS. Thus the MSS is £(T 4-A)R1_R7. The possible minimum score is 0, representing no affected skin, and the maxi mum score is 42, for extreme involvement in all areas.20
Durometer scores
The hardness of the lesions was examined by means of a handheld durometer (model 1600-00; Rex Gauge Co., Glenview, 111.) with an affixed weight of approxi mately 400 gm. In this way measurements were carried out with a constant weight that did not allow addition al pressure.9,10 The durometer is fitted with a calibrat ed gauge that registers linearly divided units on a scale from 0 to 100. The durometer readings were taken at the intersection of two imaginary lines drawn through the largest horizontal and vertical diameters of the most indurated lesion in each of the seven regions. Four con secutive readings were taken at the same site while the patients were lying flat, and contraction and muscle tension were avoided by putting a pillow under the extremities. The total durometer score is the sum of the means of the four determinations at each site.
Statistical analysis
The total durometer score (the sum of the means of all body sites) was used for statistical analysis. Observer agreement for both methods was analyzed by considering the total amount of variation present in the ratings and estimating the amount of variability from the patients (o2p), the amount from the repeating of the measurements (a2r), the amount from the observers (a20), and the amount from random error (o2e). In a reliable method, the interobserver variability (clinician variation) and the intraobserver variability (variation from repeated measurements) should be low, whereas the variability caused by diversity of patients should be high.
All variances mentioned were estimated with the maximum likelihood variance components estimation procedure of the SAS package (SAS Institute Inc., Cary, N.C.). Results for the various sources of variation are presented as the percentage of the total variance (cf2 + o20 + G2r + o2e). For analysis of correlations between the MSS and the durometer scores, the Spearman correlation coefficient was used.
RESULTS
Thirteen patients (four men and nine women) participated in this study. Their mean age was 49.2 (± 4.57 SEM) years; the youngest was 20 years n old and the oldest was 68 years old. The duration of morphea ranged from 9 months to 7 years, with a mean of 3.9 (± 0.8 SEM) years. The number of body sites affected ranged from one to four; the fingers, hands, and feet were not affected in any patient.
In the MSS, the percentage of variance from the patients was high, 80.0% (Table I) . This means that the amount of variation from the other vari ables (observers, repeated measurement, and ran dom error) was low. The interobserver variability, expressed as the percentage of variance from observers, was 2.2% (Table I ). The intraobserver variability, which is the variation from repetition of measurements by the same observer, was esti mated to be 0 (Table I) . The interobserver vari ability in the durometer score was only 0.5, and intraobserver variability was estimated as 0.
Correlations between the total MSS and the durometer score were approximately 0.5. If only the pliability scores in the MSS were correlated with the durometer scores, a correlation of more than 0.8 was found. The correlations between MSS (total MSS and pliability alone) and the durometer score for the different observers and both time points are summarized in Table II 
